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Summary 
This paper discusses some of the issues relevant to the role and 
training of physiotherapy assistants. It describes the processes of 
role definition, assessment and training of one particular assis- 
tant, developed in the context of a larger research study. A small 
survey of senior physiotherapists’ views on task delegation, 
training and working with assistants was conducted, using semi- 
structured interviews. The method and findings are described; 
broad agreement between the physiotherapists was found. 
A training and assessment package was then developed and 
implemented. The training was specifically related to treatment 
of the upper limb of acute stroke patients. 
While delegation to assistants is part of everyday practice for 
many physiotherapists and the training of these staff a profes- 
sional obligation, the structure and support to do so are often 
lacking. In the context of the description of a particular case, this 
paper provides some insights and points of interest for clinicians 
involved in training and task delegation to assistants. 
Introduction 
Physiotherapists who work with assistants have 
professional obligations to train them adequately 
and to delegate responsibly. However, such oblig- 
ations are not easy to meet; other tasks compete 
for our time and there is much uncertainty 
concerning how we can best train assistants and 
what their role should be. This report describes 
one way in which these issues were tackled. The 
process of role definition, assessment and training 
of an assistant within a broader research project 
are described, and some insights and points of 
interest for physiotherapists are discussed. 
Physiotherapy assistants make an important 
contribution t o  the care of patients (Walker, 
1995; CSP, 1989). An increase in the breadth 
and complexity of tasks delegated to assistants 
has occurred as physiotherapy caseloads have 
grown and as the National Health Service has 
undergone organisational change. To give a high 
quality service, assistants need to be well trained 
(Walker, 1995). 
The main aim of a research trial currently in 
progress in Nottingham is to evaluate the effects 
of additional upper limb treatment for stroke 
patients during their early rehabilitation. One 
aspect of this trial is a comparison of physio- 
therapy administered solely by a qualified 
physiotherapist with that partially administered 
by an assistant. Effects will be measured in terms 
of patients’ motor skills and functional abilities. 
Ethical approval for the trial was sought and 
granted. 
Patients are randomly assigned to  one of three 
groups - ‘control’, ‘physiotherapy’ and ‘assistant’ 
- who all continue to receive ‘normal’ physio- 
therapy from the clinical staff. The control group 
receives no additional treatment. The physio- 
therapy group receives additional treatment from 
the research physiotherapist. Assistant group 
patients receive additional treatment from an 
assistant; treatment programmes for this group 
being devised by the research physiotherapist 
after a clinical assessment. These programmes 
consist of activities chosen from a treatment 
manual designed by the research physiotherapist 
for use in the study. The assistant is supervised 
regularly and the treatment programmes are 
re-evaluated and adjusted by the research phys- 
iotherapist. On completion of the study, outcomes 
of the different groups will be compared and an 
economic evaluation undertaken. 
The work reported in this paper took place 
during the preparation phase of the study. 
The constraints of the study are such that 
the physiotherapist is not free to  choose which 
patients the assistant treats. The emphasis 
of this report is thus on choices about types of 
techniques taught and undertaken rather than 
types of patients treated by assistants. 
Review of the Literature 
The majority of articles concerning assistants 
which are published within the physiotherapy 
literature consist of rules or  guidance given 
by professional bodies (eg New Zealand Society 
of Physiotherapists, 1981; CSP, 1994a). Other 
publications describe the role and training 
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of assistants in the context of such guidance 
(Lupi-Williams, 1983). 
There are similarities between the roles of assis- 
tants in the United States, Canada, New Zealand 
and the United Kingdom. They do not perform 
initial assessments or make major changes to 
treatment programmes, nor do they apply highly 
specialised techniques. In these countries assis- 
tants must work under supervision of a qualified, 
responsible physiotherapist who monitors and re- 
assesses patients. 
Areas of discrepancy between countries include 
whether assistants contribute to progressing 
treatments, ruled as part of their role in the US 
but not elsewhere: Involvement in applying elec- 
trotherapy also varies. 
The need to train assistants adequately for their 
role is stressed by professional bodies. In the 
United Kingdom and most of Canada, training is 
‘in-house’ or  ‘on-the-job’. In the United States, 
‘physical therapy aides’ are trained in-house, in 
contrast to ‘physical therapy assistants’ (PTAs). 
PTAs attend two-year college programmes 
approved by the American Physical Therapy 
Association. This more formalised training, 
available since 1967, developed as a result of an 
‘increased need for physical therapy services’ 
(Lupi-Williams, 1983). It was felt that  use of 
trained assistants would enable physical thera- 
pists to practise more effectively. The main 
difference between ‘aides’ and PTAs is that  the 
latter not only learn treatment skills but ‘develop 
understanding for the use of these techniques’ 
(Lupi-Williams, 1983). There are developments in 
Canada (McNeil et al,  1990) and the United 
Kingdom (in the form of National Vocational 
Qualifications) towards more formalised and 
academic training of physiotherapy assistants. 
Professional attitudes to assistants have been 
investigated using survey methods. With respect 
to professional bodies’ guidance on appropriate 
delegation, surveys have found few substantial 
differences between this guidance and actual 
practice (McNeil et al, 1990; Robinson et al, 1994). 
McNeil and colleagues also investigated Canadian 
physiotherapists’ opinions on future development 
of training and found that a formal system similar 
to but shorter than the American programme was 
favoured. 
Saunders (1995) investigated the roles, tasks, 
concerns, and training of assistants in out-patient 
departments in England. She suggests that assis- 
tants, potential is ‘not being fully tapped’ because 
of the lack of a ‘scientific approach to task 
delegation’, and that investment in training 
brings improvement in both cost effectiveness 
and quality of care. 
There do not appear to  be any published studies 
comparing quality and effectiveness of treatments 
between qualified physiotherapists and non- 
qualified staff. The only such report which 
was found during the writing of this paper is 
an unpublished study undertaken in Sheffield 
(Samworth, 1995). 
Occupational therapy literature shows a similar 
pattern. Guidelines on the role of assistants are 
published by professional bodies (College of Occu- 
pational Therapists, 1996); there have been 
surveys of professionals’ opinions (Strickland, 
1993), and discussion papers (Hirama, 1994). 
Mead et al (1985) described the rationale and 
content of a training programme for assistants, 
but experimental research is lacking. 
Published studies within the related field of non- 
qualified nursing staff have considered the effect 
of staff training level on patient care. McKenna 
(1995) reviewed research concerning the effect 
on quality of care of skill mixes with differing 
proportions of qualified and non-qualified staff. 
Implementing training programmes, and the 
processes of delegation and ongoing supervision 
were found to  be costly and led to decreases in 
qualified nurses’ patient contact. McKenna notes 
that there are many studies in which ‘researchers 
have uncovered many patient-centred factors that 
appear to be positively correlated with a rich 
[more qualified, less non-qualified] skill mix 
of qualified staff and that staff productivity 
and morale increase in these circumstances. 
Nevertheless, he notes that since the early 
1980s there has been an increase in the number 
of non-qualified staff within NHS nursing, 
a decrease in qualified staff, and an  increase 
in health productivity. 
In a review paper, Roberts (1994) discusses the 
development, training and role of health care 
assistants (HCAs) and describes the Royal College 
of Nursing’s guidelines for their role. Like 
McKenna, he acknowledges that implementing 
new systems of training and assessment can be 
costly. He suggests that  poor definition of an  
HCA’s role within the team can lead to reduced 
quality of patient care, particularly where 
their role is task-oriented rather than patient- 
oriented. There is a lack of uniformity in 
their recruitment and training. He concludes 
that  clarification of these issues would lead to 
improvements in patient care. 
I t  seems that, despite some findings which 
suggest quality of patient care may fall, an  
increasing number of less qualified staff are a fact 
of life within the current NHS. Studies within 
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nursing suggest that  clear role definition and a 
high standard of training for non-qualified staff 
are important strategies. Physiotherapists should 
be aware of these issues while bearing in mind 
that the broader questions of the effectiveness and 
economics of physiotherapy assistants’ work 
remain unanswered. 
The following report pertains to the research 
project described earlier, in which the first author 
is the research physiotherapist. 
Defining the Assistant’s Role 
Method 
The assistant recruited for the research project 
was a nursing auxiliary with a number of years’ 
experience on a stroke unit. She had not previ- 
ously worked as a physiotherapy assistant. The 
research physiotherapist had experience in 
working with both assistants and stroke patients. 
Before the study began, there was a need t o  define 
the activities appropriate for the assistant to  
perform with those patients assigned to  her. In 
order to get an impression of current practice, the 
views of seven senior physiotherapists within the 
Trent Region were ascertained. All treated stroke 
patients and were chosen as a convenience sample 
because of their clinical responsibilities and 
geographical location. A semi-structured inter- 
view was used as attitudes were being investi- 
gated (Fielding, 1993). The research physiothera- 
pist was the interviewer. The physiotherapists 
were asked which treatment activities they would 
and would not ask assistants to perform when 
treating stroke patients’ upper limbs. Methods 
they used to  communicate treatment plans were 
discussed, as were the therapists’ opinions on 
assistants’ training needs. The interview ended 
with an open question allowing the respondents 
to raise any other issues they considered relevant. 
Responses were recorded using written notes, 
upon which content analysis (Sommer and 
Sommer, 1991) was performed by the authors. 
Findings 
Results are reported here in terms of general 
themes which may be thought-provoking; they 
do not claim to present a broad or comprehensive 
picture. 
The work environments of interviewees were 
stroke wards (4), acute medical wards (2), and a 
neurology out-patient service (1). The ratio of 
qualified to  assistant staff ranged from 5:l  to  1:l. 
Five interviewees reported that assistants’ 
placements rotated, length of rotations ranging 
from two to six months. 
Among activities considered suitable for delega- 
tion to assistants, all mentioned delegating 
supervision of some form of ‘functional activities’ 
such as reaching and dexterity tasks. Most 
reported that for appropriate patients they would 
delegate specific inhibitory mobilisations for parts 
of the arm distal to the shoulder and ‘active move- 
ment and facilitation’ such as gym ball activities. 
Passive movements, massage, and teaching 
correct arm posture were each mentioned by more 
than one interviewee. 
Encouraging patients to  attend to their arm was 
mentioned as an important role by two of those 
interviewed: ‘Directing the patient’s attention to 
the area ... activating ... is a positive thing assistants 
can do.’ 
On the whole, it was felt that  assistants could 
most appropriately work with patients who were 
‘recovering’, ‘good’, or ‘late’ - described by one as 
‘patients who can almost do it anyway, but need 
time to practise’. 
Most stated that they would not delegate treat- 
ment of those with extreme stroke pathology such 
as severe spasticity, flaccidity, compensation, 
perceptual or emotional problems, or  pain. 
Specific shoulder mobilising work was deemed 
by all but one as unsuitable, and some also 
mentioned weight bearing through the arm as 
unsuitable. 
Most interviewees were wary about assistants 
working to facilitate tone or working with patients 
at the limit of their balance or movement abilities, 
summarised by one as ‘pushing a patient to  their 
edge’. 
The complexity of problems associated with the 
upper limb after stroke led one physiotherapist 
to  say that ‘the upper limb is the last thing I’d 
give an assistant in a way’. 
The same interviewee, however, mentioned a 
number of aspects of upper limb treatment where 
she did feel assistants had a valid role. The main 
area of difference between interviewees concerned 
‘inhibitory mobilisations’, some saying that they 
would not delegate this activity t o  assistants, 
others that they would do so after training. 
All mentioned that they communicated about 
treatments by demonstration and explanation as 
part of physiotherapy sessions with patients. 
Frequently, supervision was continuous because 
the physiotherapist and assistant worked in the 
same room. Some mentioned that the assistant 
had access to the physiotherapy notes but few 
said that they gave written treatment plans to  
the assistant. 
~~ 
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Almost all those interviewed felt that to  work in 
this area, training in normal movement is needed, 
and they tended to mention practical sessions in 
this context. Most spoke of teaching about the 
‘effects of stroke’ or mentioned specific movement 
problems such as subluxed shoulders, spasticity 
and compensation. 
Most also thought training should include basic 
anatomy and biomechanics and basic handling 
and positioning techniques. A couple linking this 
with ‘ability to identify when to  stop, what 
patients should and should not be encouraged 
to do’. 
When the interviewees were asked whether 
they felt there were any other relevant issues, 
a number of themes arose. These were: 
Limits on use of assistants to their full 
potential. 
Important qualities of an assistant. 
Good practice in managing assistants. 
Limits on use of assistants to their full potential 
included lack of time for training, mentioned by 
two therapists, with another two reporting that 
rotations were too short to allow development of 
skills. There were concerns about the quality of 
training: ‘They come in on the junior in-service 
training on background anatomy and physiology 
but I don’t know how much they take in’. 
A number seemed to imply a belief that the poten- 
tial of assistants is underestimated, as illustrated 
by this comment: ‘We shouldn’t underestimate 
what they should be capable of, just because 
[they’ve] not had lots  of academic training. 
In neurology it’s handling that’s important.’ 
Important qualities in assistants mentioned by 
some were aptitude and abilities, and by others, 
experience. Two interviewees remarked that 
level of experience is not necessarily linked to 
aptitude. Interest, enthusiasm, and ability t o  
learn were also mentioned. 
Understanding of boundaries was an important 
theme: ‘Initiative but with the right perspec- 
tive ... [They need] awareness of the limitations 
of the role.’ 
Having correct expectations and knowing your 
staff was mentioned as important by several, as 
was the need t o  give assistants responsibility 
when treating patients, and a role within the 
team. ‘Level of supervision depends on compe- 
tence and experience ... It’s a professional judge- 
ment (that’s true of supervising juniors too!)’ 
‘They need to  have a feeling of positive contribu- 
tion - involvement in decision making.’ 
Developing the Assessment and 
Training Programme 
Method 
Informed by the views of the physiotherapists, a 
training programme was designed, and is 
summarised in table 1. The level of background 
knowledge, practical skills and insight expected 
were clarified. A summary of assistant roles and 
activities, and of the theoretical knowledge to be 
included in the training, was then written by the 
research physiotherapist. This document, ‘Knowl- 
edge and Competencies’, is available as a resource 
for both the physiotherapist and assistant and 
facilitates clear description of the training and 
role of the assistant. Topics covered are: 
Functions of the upper limb. 
Upper limb anatomy, physiology and normal 
movement. 
0 Effects of stroke on tone, movement and the 
upper limb. 
0 Principles of physiotherapy treatment. 
General procedural details of treatments. 
Record keeping. 
Recognising and responding to adverse 
reactions. 
Moving and handling skills. 
A manual of treatment activities was prepared. 
Almost 40 activity types are included, from which 
individual regimes are constructed. Two example 
activities are shown in table 2. 
Assessment 
Assessment was used to determine level of know- 
ledge at each stage and to ensure the training was 
appropriate and effective. Both oral questioning 
and observation of practice were used. 
A semi-structured interview, based on the topics 
covered in the ‘Knowledge and Competencies’ 
document, was used to assess background know- 
ledge before and at the end of formal training. It 
took about an hour to  administer. Criteria and a 
scale for marking were formulated and were used 
by the research physiotherapist and an external 
examiner to score the responses. The external 
examiner was a senior physiotherapist on the 
hospital’s stroke unit. Examples of questions 
asked are shown in table 3 and the marking scale 
is summarised in table 4. 
Competence in practical skills is essential to good 
treatment of patients, but is more difficult to 
assess than theoretical knowledge. The National 
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Table 1: Summary of assessment and training process 
Defining role and treatment activities to be performed 
Documenting knowledge and competencies and a treatment 
Assessment of assistant’s initial level of knowledge 
Theoretical and practical training sessions 
Training and supervision with patients 
Reassessment of knowledge and assessment of practical skills 
manual 
Table 2: Examples of activities described in the assistant‘s 
manual. Appropriate modifications to the instructions are 
added to the individual patient’s plan 
Activity instructions 
‘Drooping’ or hands towards feet exercise 
Goal 
Starting 
position 
Equipment 
Manual 
Relix shoulder girdles, scapulae drop forwards. 
Relax tight stroke arm 
Upright sitting, hands rest lateral to knees. 
Patient to drop head, curl spine and drop hands 
help and towards feet. 
instructions One hand should not go further than the other. 
Hands can lightly touch the legs or hang freely. 
Do not hold the position with head down, but 
smoothly come up, staying relaxed at the 
shoulders. 
Ensure both shoulders and neck are relaxed. 
Patient goes only as far as comfort allows. 
Stop if dizziness occurs. 
Reaching for a cup and drinking using the stroke arm 
Goal Re-educate normal functional movement. 
Starting 
Equipment 
Checks 
Sitting at a table with glass half full of water in 
Easiest is hard plastic glass. 
Harder is a cup with a handle, or a disposable 
Minimal assistance may be needed. 
May guide slightly at hand or correct hunching 
Move the glass further away to progress. 
Elbow should not cock out to side more than 
normal. 
Adjust table to a comfortable height for patient. 
position front. 
soft cup. 
Manual 
help and 
instructions abduction of shoulder. 
Checks . Patient should not hunch shoulder. 
Table 3: Some examples of questions from semi-structured 
interview assessing assistant’s level of knowledge 
Background anatomy 
Can you tell me what sorts of activities we use our arms for in 
everyday life? Can you show me and name the movements 
which are possible at the wrist joint? 
Background physiology 
What do you understand by the term muscle tone? 
Pathology 
What is spasticity? What is shoulder subluxation? 
Communicating with patients 
How can you help a patient to learn and remember the treat- 
ment and advice given? 
Treating patients 
How should a patient be taught to care for and position the 
affected arm and hand? (answered using role play) 
Precautions 
How do you recognise the signs of a patient becoming too tired 
during a treatment session? 
Table 4: Descriptive scale used in assessments (based on 
materials developed by Judith Pitt-Brooke of the Nottingham 
School of Physiotherapy) 
A 
B 
C 
D 
F 
Very good - Could hardly be bettered in the context in 
which the work is judged. 
Good - Many good features. 
Fair - Adequate and satisfactory level of attainment. 
Weak - Adequate and safe but generally poor. 
Fail - Unsatisfactory, inadequate performance. 
Vocational Qualifications (NVQ) concept of 
‘competence based assessment’, primarily carried 
out in the workplace, was used (CSP, 1994b). 
Some techniques commonly used when assessing 
physiotherapy students were also used. At the 
end of the pilot phase of the study, treatment by 
the assistant of three patients was observed by 
the research physiotherapist and the external 
assessor. This took 3% hours. A descriptive scale 
similar to  that summarised in table 4 was used for 
marking. 
The areas of assessment were: 
1. Overall competence in the techniques observed. 
2. Safety. 
3. Rapport with patient. 
4. Treatment of patient. 
Training 
Training followed the CSP’s Guidelines in that it 
included ‘theoretical and practical components 
reinforced by well supervised practice’ (CSP, 
1989). It consisted of the following elements. 
1. Theory and practical sessions on background 
anatomy, normal movement and pathology which 
were videotaped to enable repeated viewing (four 
hours). 
2.  Background reading which augmented the 
training sessions - see table 5. 
Table 5: Background reading given to assistant 
Davies, P M (1985). Steps To follow, Springer Verlag, Berlin. 
Introduction, discussion of perceptual problems, ‘shoulder hand 
syndrome’. 
Carr, J H and Shepherd, R B (1987). A Motor Relearning 
Programme for Stroke, Butterworth Heinemann, Oxford. 
Appendix discussing feedback. 
Lynch, M and Grisogono, V (1991). Strokes and Head Injuries, 
John Murray, London. 
Brain damage, hemiplegia and spasticity, physiotherapy 
treatment. 
Moffat, D and Mottram, R (1979). Anatomy and Physiology for 
Physiotherapists, Blackwell, Oxford. 
Joints and muscles of the upper limb. 
Kapit, W and Elson, L (1977). The Anatomy Colouring6ook, 
Harper and Row, New York. 
Upper limb illustrations. 
Physiotherapy, January 1997, vol83, no 1 
38 
3. Specific training in treatment techniques (3% 
hours with normal models, 7 hours with patients). 
Sessions with normal models were videotaped, 
and still photographs of many of the treatment 
techniques were taken, which illustrate the 
manual. 
4. Ongoing supervised practice with patients 
who are subjects within the study (supervision 
times will be reported with final study results). 
5. Following post-training assessments, a further 
three hours were spent clarifying issues and 
techniques. 
Treatment techniques were not taught in isola- 
tion but in the context of principles such as 
awareness of whole body posture and movement, 
and what types of activities should be encouraged 
and discouraged. Levels of surfaces used, envi- 
ronment and safety issues were considered as 
were issues of communication, comfort and 
dignity. 
Findings 
The assistant’s level of background knowledge 
as assessed by the semi-structured interview 
had increased markedly by the end of the 
training period. She was judged competent in 
the practical techniques observed. She scored 
highly on the accuracy of application and the 
understanding of the techniques used. Reassess- 
ment at intervals during the running of the 
project is planned. 
Discussion 
Making decisions about which tasks should be 
delegated and which patients should be treated by 
assistants is part of everyday practice for many 
physiotherapists. Ideally these decisions should 
be evidence-based but a major obstacle to  this is 
the dearth of experimental research. At present, 
decisions tend to be made on the basis of guide- 
lines issued by professional bodies, personal 
opinions, and resource constraints. This results 
in wide variations in the role and activities of 
assistants in different work places (eg Saunders, 
1995). Opinions also differ as to  the type and 
depth of training appropriate (eg Saunders, 
1996; CSP, 1994b). 
Making Decisions in This Case 
In the case described above, several factors influ- 
enced decisions about the role of the assistant and 
the depth of training. These included review of the 
literature, professional guidelines, and opinions of 
the clinician interviewees and the research phys- 
iotherapist. The beliefs and treatment style of the 
research physiotherapist and the personal char- 
acteristics of both the physiotherapist and the 
assistant also affected choices made. The assis- 
tant would be working alone and needed enough 
knowledge to  be able to  recognise potentially 
hazardous circumstances. Stroke patients have 
various disability levels, needing a correspond- 
ingly wide range of treatments. Thus it was not 
sufficient t o  teach a standard ‘recipe’ for treat- 
ments. Delegation on the basis of simple task 
assignment may also be detrimental to the quality 
of patient care (McKenna, 1995). It was thus felt 
that  the quality of care for patients and of job 
satisfaction for the assistant would be maximised 
if there was an understanding of why techniques 
were applied (Mead et al ,  1985). The training 
was nevertheless more technique-based and 
far narrower than that which physiotherapists 
undergo. Training was not designed to teach 
clinical assessment or treatment planning. 
Further evaluation of the appropriateness of 
this particular programme will be possible 
when the full study is complete. 
Some Issues for Physiotherapists 
Comments made by the small group of physio- 
therapists surveyed indicated a respectful and 
positive attitude to assistants. They suggested 
that assistants’ potential is under-used, and that 
they are under-trained. Activities the physiother- 
apists would not wish to  delegate tended to  be 
those where safety and skill were important 
issues, as when handling the shoulder. Thus the 
physiotherapists had clear views about the work 
they felt appropriate for assistants, but under- 
lying this was a concern about the insufficiencies 
of current training. 
Appropriate training of assistants is a profes- 
sional requirement. I t  must also be ethical and 
efficient. The increasing numbers of non-qualified 
workers within the NHS make this a highly rele- 
vant issue. Pressures of time and workload make 
the obligation difficult to  meet. Rotation of assis- 
tant staff placements may also contribute to 
inadequate training. NVQ training seems to offer 
an  answer, but .it may not always be relevant 
(Saunders, 1995) as it may be too broad for the 
department’s needs. NVQ training also requires 
a substantial time commitment by the assistant 
and the physiotherapist assessor. Alternative 
programmes may be required. 
Applications and Limitations of This Case 
A very specific case has been described and find- 
ings are thus limited to a particular context. 
Further investigations exploring assistants’ roles 
and training in the wide variety of settings in 
which they work are needed. However, some 
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aspects of this package could also be applicable in 
other clinical settings. Clear definition of role and 
adequate assessment will facilitate appropriately 
focused training in both clinical and research 
fields. In the case described, discussion with other 
experienced physiotherapists facilitated role defi- 
nition, and skills in assessing physiotherapy 
students were translated to assessment of an 
assistant. Preparing videotaped and written 
training materials seems efficient as they can 
be used repeatedly. 
Aspects in which the current study differs from 
the clinical situation must be acknowledged. 
These include the narrow focus of the assistant’s 
treatment activities. Also unusual is the separa- 
tion of her group of patients. In treatment of acute 
stroke, assistants usually augment work the 
physiotherapist is doing with the same group of 
patients. 
The methodology of the interviews with clinicians 
could be criticised because the responses were 
recorded in written form. Taping and transcribing 
them would have offered greater protection 
against bias, but would have been prohibitive in 
time and cost. Our use of a fairly structured 
schedule may also have limited the range of 
responses. The aim of the interviews was to gain 
an impression of current practice; a detailed and 
highly accurate survey would require more exten- 
sive and stringent methodology. The scoring 
systems used for assessment are by their nature 
subjective and descriptive. The use of two 
observers was aimed at improving objectivity 
as was the fact that  they were formulated 
using materials developed by the Nottingham 
School of Physiotherapy in its assessment 
of students. 
Areas for Future Investigation 
Open discussion of the controversial issues of the 
role and training of assistants would be enhanced 
if more experimental evidence was available. 
There is a need for broad investigation into what 
types of work constitute the most clinically effec- 
tive and cost effective contribution of assistants 
to  patient care. Results of such research could 
also be used by physiotherapists t o  argue the 
case for adequate time and support for training. 
Conclusion 
A study of the treatment of stroke patients which 
is currently in progress involves evaluation of 
treatments given by both a physiotherapist and 
an assistant. The need to train the assistant for 
this study prompted consideration of appropriate 
therapeutic activities for delegation and the 
preparation required t o  perform these. There 
seems to  be no recorded experimental evidence 
relevant to  such issues. Therefore consensus 
opinion, professional guidelines and requirements 
of the study guided decisions. Post-training 
assessment of the assistant’s knowledge and prac- 
tical skills indicated to  us that the training was 
successful. However, experimental evaluation is 
required both in this specific case and in all areas 
where assistants contribute to physiotherapeutic 
management of patients. While it would not be 
appropriate to generalise from this specific case, 
we believe that clearly described assessment and 
training packages such as that described are 
needed in both the research and clinical fields. 
The content and depth of any programmes should 
be carefully designed and clearly argued. 
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